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Table. Outcomes after endovascular aneurysm repair by gender
Sex
Early (30-day) complications Early death
Early or late
death
n/N (%)
OR
(95% CI) P n/N (%)
HR
(95% CI) P
HR
(95% CI) P
Female 32/133
(24.1)
1.8 (1.2-
2.8)
.007 4/121
(3.3)
2.3
(0.7-7.2)
.16 1.2
(0.8-1.6)
.35
Male 129/875
(14.7)
1.0 12/812
(1.5)
1.0 1.0
CI, Confidence interval; HR, hazard ratio.
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Objectives: Reports in the surgical literature of low-energy (LE) knee
dislocations (KDs) in obese patients have been increasing in recent decades.
Little is known about the risk factors for KD by LE mechanisms and the
outcomes of these patients compared with those with high-energy (HE)
trauma.
Methods: All complete KDs presenting to the emergency department
of a large urban level I trauma center were reviewed. Patient demographics,
body mass index (BMI), injury mechanism, associated neurovascular inju-
ries, and vascular repairs required were recorded. Risk factors for KD and
concomitant injuries were compared between HE dislocations (defined as
motor vehicle accidents) and LE dislocations (defined as low energy falls or
sports injuries).
Results: Between January 1995 and April 2012, there were 53 patients
with KD, of which 28 (52.8%) had HE injuries and 25 had LE injuries, with
18 (34.0%) of the latter group classified as obese (BMI30 kg/m2; Table).
LE KDs in obese patients were associated with increased rates of concomi-
tant arterial and nerve injuries compared with both HE KD patients and
nonobese LE KD patients (P .04 and P .001, respectively). The rates of
arterial and nerve injuries were greatest in the most obese (BMI  40
kg/m2; P  .01 and P  .001, respectively). Despite the isolated nature of
their injury, obese patients with LE KD stayed in hospital just as long as
multisystem trauma, HE KD patients and significantly longer than non-
obese LE KD patients. During a 17-year period, LE KD in the obese
represented an increasing proportion and eventual majority of all KDs at our
institution (P  .02).
Conclusions: LE KDs in obese patients are becoming increasingly
prevalent. These patients are more likely to have vascular and nerve injuries
and are more likely to require open vascular repair than patients with HE
trauma or nonobese patients with LE KD. The epidemic of obesity in the
United States presents unique challenges in the management of KD.
Table. Knee dislocations and associated injuries by mechanism and body
mass index (BMI; kg/m2)
Characteristic
High-energy
(n  28)
Low-energy
BMI 30 BMI 30 BMI 40
(n  7) (n  18) (n  13)
Isolated extremity injury, No. (%) 12 (42.9) 5 (71.4) 18 (100) 13 (100)
Any vascular injury, No. (%) 3 (10.7) 0 (0) 6 (33.3) 5 (38.5)
Popliteal repair, No. (%) 2 (7.1) 0 (0) 5 (27.8) 5 (38.5)
Nerve injury, No. (%) 2 (7.1) 1 (14.3) 9 (50.0) 7 (53.9)
Length of stay, mean  SD days 11.4  15.9 3.7  3.0 8.1  9.3 9.2  10.8
SD, Standard deviation.
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Objective: The Center for Medicare and Medicaid Services (CMS)
recently convened a meeting to discuss the National Coverage Decision for
carotid artery stenting (CAS). This study evaluates the national outcome of
carotid revascularization stratified by Medicare age (65 years).
Method: Data from the Nationwide Inpatient Sample (Healthcare
Cost and Utilization Project, Agency for Healthcare Research and Quality)
were used to identify all patients who underwent carotid endarterectomy
(CEA) and CAS during a 5-year period (2005 to 2009). The primary end
point was death, stroke, or cardiac complications.
Results:A total of 678,081 hospitalizations were identified with 87.9%
(595,813) CEA and 12.1% (82,268) CAS. Most of the total procedures
were done in patients aged65 years (513,393; 75.7%). CAS patients were
more likely to be symptomatic (11.8% vs 8.7% for65 years, 16.0% vs 11.3%
for 65 years; P  .0001), had emergent/urgent admissions, and had the
procedure at a teaching hospital. About one-third of patients aged65 years
(32.1% CEA vs 32.3% CAS, P  NS) and more than half of patients aged
65 years (53.6% CEA vs 56.7% CAS; P .0001) were medically high risk.
The Table reveals the rates of the primary end point in the different
subgroups. Multivariate logistic regression showed that CAS, being symp-
tomatic, and “high-risk” status were independent predictors of the primary
end point in both age groups. CAS was also associated with significantly
higher costs than CEA.
Conclusions: This population-based evaluation showed that CAS was
associated with higher rates of adverse outcomes and cost in patients of
Medicare age.
Table. Incidence of primary endpoint (death, stroke, cardiac) in patients
undergoing carotid revascularization.
Patient subgroup CEA 95% [CI] CAS 95% [CI] P value
Entire cohort 4.3% 4.1-4.4 6.0% 5.4-6.4 .0001
Age 65 3.6% 3.4-3.9 5.2% 4.5-5.9 .0001
65, asymptomatic 3.0% 2.8-3.3 3.9% 3.2-4.6 .0127
65, symptomatic 8.3% 7.4-9.3 12.0% 9.9-14.1 .0034
Age 65 4.5% 4.3-4.7 6.3% 5.7-6.8 .0001
65, asymptomatic 3.8% 3.6-4.0 4.1% 3.6-4.6 .2573
65, symptomatic 12.0% 11.2-12.8 22.5 20.2-24.7 .0001
CAS, Carotid artery stenting; CEA, carotid endarterectomy; CI, confidence
interval.
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Objectives: Smoking is the most important modifiable risk factor for
patients with vascular disease. Vascular operations represent a potential
opportunity for surgeons to influence smoking cessation. The purpose of
this study was to examine smoking cessation rates after vascular procedures
and delineate factors predictive of postoperative smoking cessation.
Methods: The Vascular Study Group of New England (VSGNE)
registry was used to analyze smoking status preoperatively and at 1-year
follow-up. Of 10,734 patients who underwent operations between 2003
and 2009, follow-up smoking data were available for 7807 (73%). Subse-
quent procedures on a single patient were excluded. Factors independently
associated with smoking cessation were determined using multivariate anal-
ysis. Variation between centers was evaluated by calculating expected rates of
cessation from the multivariate model and by analysis of means. VSGNE
surgeons were surveyed regarding their smoking cessation techniques (an
85% response).
Results: At the time of their procedure 2,606 of 7,807 patients (33%)
were self-reported current smokers. Of these, 1,177 (45%) quit within the
first year of surgery, with significant variation by procedure type (CAS, 27%;
carotid endarterectomy, 43%; infrainguinal bypass, 46%; endovascular aneu-
rysm repair, 49%; open abdominal aortic aneurysm [AAA] repair, 50%). Age
70 years (odds ratio [OR], 1.90; 95% confidence interval [CI], 1.30-2.76,
P .001), dialysis dependence (OR, 2.38; 95%CI, 1.04-5.43; P .04), and
open AAA repair (OR, 1.30; 95% CI, 1.03-1.63, P  .027) were indepen-
dently associated with smoking cessation. Chronic obstructive pulmonary
disease (OR, 0.76; 95% CI, 0.65-0.9, P .001) and CAS (OR, 0.5; 95% CI,
0.27-0.92, P  .025) were associated with continued smoking. Indepen-
dent of these factors, there was significant variation in smoking cessation
rates based on surgeon (from 17 to 85%) and center (from 28 to 62%, Fig).
Among survey respondents, 85% offered pharmacologic therapy and/or
referral to a smoking cessation specialist. Patients of these surgeons had
higher smoking cessation rates than those who did not offer medications or
referral (48% vs 33%, P  .001).
Conclusions: Patients frequently quit smoking after vascular surgery,
particularly after open AAA repair, but cessation rates vary widely between
centers and surgeons. This variation indicates an opportunity for vascular
surgeons to impact smoking cessation at the time of surgery.
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